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TScations for carinal resection that I thought might be important to
clarify. If I remember correctly, something like 30% or 40% of the
patients had a lesion on the right side, or maybe it was on the left,
but on the right side that was within a centimeter of the carina but
not necessarily involving the carina. I can only say that in the past
I have assumed I was not going to do a carinal resection if I could
divide the airway obliquely and end up with a resection margin
that was histologically free. Therefore I have always wondered
whether some of the patients in that series might have been
manageable by our older standards, by a right pneumonectomy,
and whether that would influence survival. Whether it would
influence survival, nobody can know. But I would like to hear a
response to that. Whether you have had that question asked and
can answer it, I am not sure, but I would appreciate clarification on
that issue.
It was a great paper.
Dr de Perrot. Thank you, Dr Pearson.
That is certainly something I was looking at when I was
reviewing the chart. It is something that I was paying attention to.
It is difficult to retrieve the information from the chart in an
operation like that, but that is an area that I was looking at because
one of the concerns when you have a very short stump on the right
side is that you put too much tension on your closure.
That is one of the risk factors for bronchopleural fistula. ButThe Journal of Thoracwere very close to the trachea. The majority of these patients had
positive microscopic bronchial margins that were within 1 cm of
the carina. Therefore it is not necessarily patients who had invasion
of the carina by the tumor that could be seen at the time of the
bronchoscopy, but certainly a large group of them had a positive
bronchial margin. It is very judgmental to determine whether you
can safely close a stump or whether you have to do a carinal
resection to do a safe procedure. Therefore I could not really
retrieve from the chart, but certainly all these tumors were within
1 cm of the carina, I would say.
Dr W. Roy Smythe (Temple, Tex). I enjoyed your presenta-
tion. It is a great series.
I just have one question about the fact that most of the dehis-
cences were after right carinal pneumonectomies, and with your
inability to do a hilar release on the left side, do you routinely do
a laryngeal release on those patients now? Has that altered your
practice at all?
Dr de Perrot. For the right pneumonectomy, these patients did
not need any hilar release. Those who needed a release were the
patients who had a carinal resection with a right upper lobectomy.
Of the 3, one had a hilar release, and one had a laryngeal release.
But in general none of these patients needed a release, and cer-
tainly the laryngeal release would not have been very useful for the
carina, and therefore the release would have been a pericardialcertainly, from what I could see in the chart, most of these tumors opening around the pulmonary vein.ic and Cardiovascular Surgery ● Volume 131, Number 1 89
